Introduction
Throughout the history of the world, the ones who had confronted the bitterest face of poverty and war had always been the women. As known poverty and war affects human health either directly or indirectly, the effects of this condition on health and status of women in the society should not be ignored. This study intends to cast light on the effects of war and poverty on the reproductive health of women. For this purpose, the face of war affecting the women, the problem of immigration, inequalities in distribution of income based on gender and the effects of all these on the reproductive health of women will be addressed.
War and Women's Health
Famine, synonymous with war and poverty, is clearer for women; war means deep disadvantages such as full destruction, loss of future and uncertainty for women. Wars are conflicts that destroy families, societies and cultures that negatively affect the health of community and cause violation of human rights. According to the data of World Health Organization (WHO) and World Bank, in 2002 wars had been among the first ten reasons which killed the most and caused disabilities. Civil losses are at the rate of 90% within all losses (1) . War has many negative effects on human health. One of these is its effect of shortening the average human life. According to the data of WHO, the average human life is 68.1 years for males and 72.7 years for females. It is being thought that severe military conflicts in Africa shorten the expected lifetime for more than 2 years. In general, WHO had calculated that 269 thousand people had died in 1999 due to the effect of wars and that loss of 8.44 million healthy years of life had occurred (2, 3) . Wars negatively affect the provision of health services. Health institutions such as hospitals, laboratories and health centers are direct targets of war. Moreover, the wars cause the migration of qualified health employees, and thus the health services hitches. Assessments made indicate that the effect of destruction in the infrastructure of health continues for 5-10 years even after the finalization of conflicts (3) . Due to resource requirements in the restructuring investments after war, the share allocated to health has decreased (1).
Mortalities and Morbidities
The ones who are most affected from wars are women and children. While deaths depending on direct violence affect the male population, the indirect deaths kill children, women and elders more. In Iraq between 1990-1994, infant deaths had shown this reality in its more bare form with an increase of 600% (4). The war taking five years increases the child deaths under age of 5 by 13%. Also 47% of all the refugees in the world and 50% of asylum seekers and displaced people are women and girls and 44% refugees and asylum seekers are children under the age of 18 (5) . As the result of wars and armed conflicts, women are
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Materials and Methods
This cross-sectional study was performed on 136 primiparous women at 2 weeks postpartum who were referred to 25 health centers of Tabriz. Inclusion criteria included primiparous women, age of 18-35, singleton pregnancy, term birth (37-42 weeks), secondary school or higher education, physical health according to the mother, and willingness to participate in the study. Exclusion criteria included adverse event during the 3 months before the start of the study (death or serious illness of close relatives), history of mental illness and depression in women before pregnancy and during pregnancy according to participants, hospitalization of newborn due to illness in the postpartum period, abnormalities in the newborn, newborn's death, and unwillingness to continue to participate in the study while completing the questionnaire.
The current study was taken from a research work investigating the effect of training package on functional status and self-confidence in primiparous women in the postpartum period. The sample size was calculated using G-Power software and based on a study by Jaafarnejad et al (19) on maternal self-confidence and a study by Mirghafourvand et al (20) on functional status. The final sample size was calculated as 136 based on the variable of self-confidence, and by taking m 1 =107.2, SD 1 =7.9, m 2 =113.1, SD 2 =11.5, α=0.05, Power = 95% and considering a 10% possible dropout.
Sampling was conducted after obtaining approval from the Ethics Committee of Research and Technology Deputy of Tabriz University of Medical Sciences from December 2015 to April 2016. For sampling, one-third of health centers in Tabriz (25 centers) were randomly selected, using computer-generated random numbers (https://www.random.org), and the appropriate sample size was calculated proportional to the population of each health center and base, using proportional to size sample. Then, mothers who were under coverage of the centers in the 2 weeks after childbirth were enlisted by referring to their health records. The researcher, then called the cases and provided them with adequate explanations about the study and invited them to participate. In addition, they were provided with the researcher's telephone number for coordinating their presence in the health centers after delivery. Information on the study, methodology and confidentiality matters was provided to participants by researcher. Then, they were voluntarily included in the study after obtaining their informed consent.
Data was collected using demographic, maternal self-confidence, and functional status questionnaires. The researcher-designed demographic questionnaire included items on maternal age, type of delivery, spouse and mother's education, spouse and mother's occupation, income, sex of newborn, wanted or unwanted pregnancy, and marital satisfaction. Its validity was confirmed by 8 university faculty members. Information on maternal self-confidence after delivery was collected through Lips Maternal Self-confidence Score (LMSCS). This questionnaire was originally designed by Lips & Bloom in 1993 to evaluate maternal postpartum self-confidence; however, it was not published at the time. Then, in a study by Reck et al in 2003 Reck et al in -2005 the German translation of the questionnaire was used. The questionnaire contains 24 self-report positive-negative items. Each item is scored using a 6-point Likert scale from strongly agree to strongly disagree. The total score ranges from 24 to 144, while higher scores are indicative of higher confidence levels (21) . The questionnaire was validated in Iran by Jaafarnejad et al and its Cronbach alpha was reported as α = 0.84 (19) .
Data on postpartum functional status was collected using the Inventory of Functional Status After Childbirth (IFSAC). The questionnaire was initially designed by Fawcett et al and contains 36 self-report items to assess the ability of mothers to assume new responsibilities based on 5 areas, namely, infant care, self-care, household, social and community, and occupational activities. Items in self care and occupational activities subscales are rated on a 4-point scale, with 1 = never, 2 = sometimes, 3 = most of the time, and 4 = all the time. In the other subscales, the items are rated on a 4-point scale, with 1 = never, 2 = limited, 3 = partially, and 4 = completely. The overall score and the score of all dimensions were calculated by summing all items' scores up and dividing them by the number of items. It ranges from 1 to 4 (22) . The questionnaire was validated in Iran by Mirghafourvand et al and items were reduced from 33 to 36 based on Iranian culture. Cronbach alpha was reported as α = 0.73 in this study (20) .
In this study, reliability of functional status and maternal self-confidence questionnaires was confirmed by determining the internal consistency (Cronbach alpha α = 0.77 and α = 0.84, respectively) with conducting the test on 20 mothers in the postpartum period.
Statistical Analyses Data were analyzed using SPSS 21. Normal distribution of data was examined using the Kolmogorov-Smirnov test. The demographic characteristic, functional status and maternal self-confidence were described using descriptive analysis, including frequency, percentage, mean and standard deviation. The Pearson test was used to investigate the association between maternal selfconfidence and the functional status. Furthermore, the independent t test was used to determine the relationship between sex of newborn and mother's occupation with functional status and the one-way ANOVA test was used to determine the relationship between age, type of delivery, spouse's occupation, spouse and mother's education, income and marital satisfaction with functional status. Then, independent variables, with P < 0.05 on bivariate tests inserted into the general linear model. This was done to control confounders and estimate the effect of each of the independent variables (maternal self-confidence, sex of newborn, spouse's occupation, spouse and mother's education) on the dependent variable (functional status) and determines the variance.
Results
In this study, nearly half of the women (41.9%) were aged between 25-29. The average age of participants was 25.5 ± 3.9, and the majority of the women (96.3%) were housewives. Half of their spouses (52.2%) were selfemployed. Less than one-fifth of the women (11.8%) had university education, and nearly half of their spouses (46.3%) had elementary or secondary school educations. Regarding the income status, almost one-fifth of the women (21.3%) stated that they had insufficient income. More than two-thirds of the women (74.3%) were completely satisfied with their matrimonial life. Half of the participants (52.2%) had baby girl, and 68 of the participants (50%) had cesarean delivery ( Table 1) .
The mean (SD) of total functional status score was 2.2 ± 0.4, with achievable scores range from 1 to 4. Regarding the dimensions of the functional status, the mean scores were household activities 2.2 ± 0.7, social and community activities 1.6 ± 0.5, infant care 3.3 ± 0.6 and self-care 2.0 ± 0.3, with achievable scores range from 1 to 4. The mean score of maternal self-confidence 105.6 ± 11.2, with achievable scores range from 24 to 144. Based on the Pearson test, there was a significantly positive and strong correlations between functional status and maternal selfconfidence (r = 0.271, P = 0.001). Moreover, maternal self-confidence had statistically significant correlations with household activities (r = 0.176, P = 0.040), social and community activities (r = 0.161, P = 0.030), infant care (r = 0.246, P = 0.004) and self-care (r = 0.212, P = 0.013).
Based on the independent t test and the one-way ANOVA, the functional status score was significantly related to the mother's education degree, spouse's education degree, spouse's occupation and infant's gender. These variables and the score of maternal self-confidence were inserted in the general linear model. Based on the moderated general linear model, the functional status was only related to maternal self-confidence (P = 0.004) ( Table 2) .
Discussion
The present study was conducted to determine the relationship between maternal self-confidence and functional status among primiparous women. The results of this study indicated that self-confidence influenced the functional status of women in the postpartum period. The majority of relevant studies investigated the relationships of factors influencing functional status. However, fewer studies were carried out on the relationship between maternal self-confidence and functional status. Nevertheless, McVeigh conducted a study on the relationship between functional status after child birth, self-confidence, social support and anxiety in Australia.
The results of this study indicated that women with higher levels of self-confidence and lower levels of anxiety could adapt to their maternal roles faster. It also showed that self-confidence, maternal anxiety, maternal satisfaction, the number of deliveries and sleep pattern influenced the functional status significantly. Moreover, the women with higher levels of self-confidence had higher mean scores in functional status, household responsibilities, social and community activities, infant care and self-care (23) . These results are consistent with the results of the present study. However, the above mentioned study is different in terms of the time of collecting postpartum data and the tools used to evaluate maternal self-confidence.
According to the present study results regarding the dimensions of functional status, the highest mean score came from infant care and the lowest mean score came from social and community activities in the second week after the delivery, a fact which is consistent with the majority of previous studies. Norhayati et al conducted a study on the functional status of women with or without postpartum morbidity in Malaysia and McVeigh, carried out a study on the relationship between satisfaction with social support and functional status in Australia. Their results are consistent with the present study results. The highest mean score came from infant care, whereas the lowest mean score came from social and community activities (14, 24) .
Based on the results of the present study, there were no significant relationships between participants' demographics and postpartum functional status. Ahn and Youngblut conducted a study on the health status predictors of women in the first three months after the delivery. They highlighted that the mother's age, income status and social support were related to the functional status in the first 6 weeks after the delivery and in the third postpartum month, feeling of competence, mother's age and income status were related to the functional status. These are contrary to the present study results because the present study did not prove that functional status was related to the mother's age and income status (25) . Posmontier by comparing the functional status of depressed women with that of the healthy ones in the postpartum period in the northeast of America, indicated that depressed women gained lower scores in self-care, social and community and household responsibilities in the postpartum period. However, the 2 groups were no different in infant care. Moreover, the number of deliveries, social support, maternal and neonatal complications and the type of delivery were related to the functional status. This study is contrary to the current study because there were no relationships between the type of delivery and the postpartum functional status in the current study (15) . Participants' cultural differences can be deemed as a possible reason for results inconsistency of the above mentioned studies with current study. Tulman et al intending to describe the functional status of employed and unemployed women, indicated that these 2 groups were not significantly different from each other in the first postpartum 6 months in terms of functional status, household responsibilities, social and community activities, infant care and self-care. These are consistent with the results of the present study, according to which the mother's occupation and the postpartum functional status were not related (26) .
Limitations
It should be noted that because of the cross-sectional nature of our study, the relationship observed between the functional status and the self-confidence cannot be interpreted as causal. On the other hand, the samples were only taken from urban centers and also included women without any complications of pregnancy and childbirth, a fact which may reduce the study generalize ability. Therefore, it is recommended that a similar study should be conducted on rural women and women with such complications.
Conclusion
The study results specified that maternal self-confidence influenced the functional status among women in the postpartum period. If maternal self-confidence level increases in the postpartum period, the functional status improves. Therefore, policy makers and employees should evaluate the maternal self-confidence levels in the postpartum period in order to improve the functional status among women. Consequently, the mother and child's health can be improved in this period.
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